EHE in bone typically affects adults in the second or third decade, though all age groups can be affected. Sixty percent of EHE cases occur in the long bones with tibia (23%), femur (18%) and humerus (13%) being the commonest sites [4] . Metaphysis and diaphysis are usually involved.
EHE presents as synchronous or metachronous disease in 20-50% of patients [4] . Multicentric presentation has been described in 50-62%, with a predilection for bones of the lower extremities in one anatomic region [5] . Nearby or distant soft tissues and skin (Fig. 4) can be involved, and metastases to the lung have also been reported.
Conventional radiography of EHE shows an expansile, lytic and often poorly demarcated lesion. A coarse trabecular or honeycombing pattern is commonly seen, with a distinctive 'soap bubble' matrix. A well-defined sclerotic rim is seen in most lesions [6] . Calcification is rare, and periosteal reaction is not seen unless complicated by pathologic fracture [7] . Lesions with ill-defined borders are considered more aggressive (Fig. 1) .
On MR imaging, the lesions are of intermediate signal intensity on T1-weighted images and high signal intensity on T2-weighted images. Homogenous enhancement is seen after administration of gadolinium. Flow voids due to vascular channels are not typically seen on MRI of EHE, and if present, should suggest an alternative diagnosis [4] . This could be due to the small size of the vascular channels [7] (Fig. 3) .
Bone scintigraphy is often undertaken to identify the multicentric involvement of EHE. Increased uptake is seen at sites of involvement (Fig. 2) . Doughnut-shaped lesions have been described at the site of involvement [8] . This appearance on bone scan can also be seen in benign or malignant lesions, but multiple lesions should raise the suspicion of a vascular lesion, such as haemangioendothelioma.
The differential diagnosis of the imaging findings includes malignant lesions such as metastatic carcinoma and myeloma and benign lesions such as brown tumour of hyperparathyroidism [4] [5] [6] [7] .
Due to the non-specific imaging features, the final diagnosis is achieved on histopathology. Histologically, the tumour is composed of epithelial or histiocyte-like endothelial cells with abundant acidophilic and often vacuolated cytoplasm, large vesicular nucleus, modest atypia, scanty mitotic activity and inconspicuous or absent anastomosing channels (Fig. 5) . Evidence of recent and old haemorrhage may be seen. A prominent fibro-myxoid stroma is characteristic of EHE. This differentiates it from the histological appearance of epithelioid haemangioma, which has an inflammatory stroma, and also does not show any atypia. Evidence of recent and old haemorrhage may be seen. EHE is generally categorised as a tumour of intermediate malignant potential. Visceral involvement is the most important criterion in predicting the prognosis of EHE [9] .
The multifocal involvement affecting bones of one anatomical region should raise the suspicion of the pathology. Due to the propensity for multifocal and visceral involvement in EHE, evaluation with skeletal survey, bone scintigraphy and CT scan of the thorax and abdomen should be performed in every case. Due to the non-specific nature of the imaging findings, final diagnosis can only be attained by histology.
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